Purpose: C-reactive protein (CRP) is a useful biomarker for prediction of long-term outcomes in patients undergoing chronic dialysis. This observational cohort study evaluated whether the time-averaged serum high-sensitivity CRP (HS-CRP) level was a better predictor of clinical outcomes than a single HS-CRP level in patients undergoing peritoneal dialysis (PD).
Introduction
C-reactive protein (CRP), a major acute-phase reactant, is primarily synthesized by the liver, and the serum CRP level rapidly elevates in response to tissue injury and inflammation.
1 Moreover, the serum CRP level increases in high oxidative status, including vascular atherosclerosis 2 and malignancies. 3, 4 In addition, some studies reported that CRP itself has pro-inflammatory effect as it can bind to lysosomes of damaged cells and activate the complement system. 5, 6 Serum CRP level is a useful clinical biomarker to predict cardiovascular outcomes 7 or patient mortality, 8 as elevated CRP level is well correlated with clinical or subclinical inflammation. 9 Several studies have described that the uremic milieu is associated with a state of chronic inflammation and high oxidative stress. [10] [11] [12] [13] Dialysis patients have increased submit your manuscript | www.dovepress.com
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liu et al pro-inflammatory cytokines, including interleukin-1 beta (IL-1β), IL-6, and tumor necrosis factor-α (TNF-α), accompanied by an elevation of serum CRP level. [14] [15] [16] [17] [18] [19] Cardiovascular accidents are the major culprits of death in dialysis patients as both vascular atherosclerosis and calcification are common findings. 20 Sustained elevation of the serum CRP level has been reported to have a good correlation with cardiovascular deaths in patients on dialysis. 21 A previous study demonstrated the importance of obtaining a single baseline serum HS-CRP measurement for predicting the 2-year mortality and dropout, including death or transfer to hemodialysis (HD), in patients on PD, independent of age, diabetes, hypoalbuminemia, and the occurrence of cardiovascular events. 22 The ISPD cardiovascular guideline, therefore, suggests seeking treatable causes in patients on PD with high serum CRP levels. 23 However, serum CRP levels vary and are increased for only a fraction of time in any given patient on dialysis. 24 Besides, two prospective studies showed that patients on dialysis with a persistent elevation of CRP had a higher mortality rate than those with occasional CRP elevation. 25, 26 Whether a single baseline serum HS-CRP level can predict longer outcomes remains unclear. Therefore, it was hypothesized that the time-averaged level could be better than a single baseline measurement in representing the long-term inflammatory status and affecting long-term outcome. The aim of this observational cohort study was to explore whether the time-averaged serum HS-CRP level is superior to a single baseline measurement for predicting 5-year mortality and dropout in patients on PD.
Patients and methods study population and follow-up
This observational cohort study conformed with the guidelines of the Declaration of Helsinki. Ethics approval (approval number 201600804B0) was obtained from the Institutional Review Board of Chang Gung Medical foundation in Taiwan. Because this study involved a retrospective review of existing data, approval from the Institutional Review Board was obtained without specific informed consent from the patients. Moreover, all individual information was safely protected by delinking identifying information from the main data set and only this delinked information was available to the investigators. Furthermore, all data were anonymously processed. The Institutional Review Board had waived the requirement to obtain any informed consent. Finally, all primary data were collected in accordance with the Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) guidelines.
In total, 335 patients receiving PD for more than 3 months and having regular HS-CRP examination at 12-month intervals were recruited to this study. All patients were followed up for 60 months and the clinical parameters and outcomes were recorded regularly. The patients were stratified into three tertiles according to their time-averaged serum HS-CRP levels. Patients were excluded if they had acute events (active infection, acute cardiovascular diseases, or cerebrovascular disease) occurring within 1 month before and after each HS-CRP measurement, less than two separate measurements of HS-CRP during the entire follow-up period, a diagnosis of malignancy or encapsulating peritoneal sclerosis (EPS) before January 2010, or loss to follow-up.
Baseline demographic and clinical data, such as gender, age, body mass index (BMI), the presence of comorbidities such as diabetes mellitus (DM), coronary artery disease (CAD), congestive heart failure (CHF), stroke, systemic lupus erythematosus (SLE), liver cirrhosis, hepatitis B, and hepatitis C, the duration of PD at study entry, the PD system used (Fresenius Stay Safe or Baxter), the PD modality (automated PD or continuous ambulatory PD), daily dwell volume, the use of icodextrin, the use of nutrineal, the mean dialysate dextrose level, the dialysate calcium level (2.5 or 3.5 mEq/L), residual urine, hemogram, and biochemical parameters were obtained. PD membrane characteristics such as dialysate-to-plasma concentrations for creatinine (D/P Cr ), results of the peritoneal equilibrium test (PET), total weekly Kt/V urea, and total weekly creatinine clearance (CCr) were assessed. During the 60-month follow-up, clinical outcomes such as cardiovascular event(s), infection episode(s), newly developed malignancy, encapsulating peritoneal sclerosis (EPS), dropout (death plus conversion to HD), and mortality were recorded. Residual urine was defined as a daily total urine volume of .100 mL. 27 Cardiovascular events were defined as at least one acute myocardial infarction or cerebral vascular accident during the entire follow-up period. Infection episodes were defined as at least one PDor non-PD-related infection during the entire follow-up period. Malignancy was defined as newly diagnosed cancer confirmed by pathologic report during the entire follow-up period. The diagnosis of EPS was based on the clinical bowel obstructive symptoms with compatible abdominal computed tomographic findings.
laboratory parameters
Blood samples were collected within the next few days of the clinical evaluation during a stable PD routine assessment to minimize the effects resulting from any acute 
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hs-CRP and mortality in PD patients event. Serum HS-CRP levels were analyzed by an immunonephelometric method (Nanopia CRP; Daiichi, Tokyo, Japan) and measured annually between 2010 and 2014. The baseline HS-CRP was defined as the October 2009 value. The time-averaged HS-CRP was defined as the mean of all the HS-CRP values obtained annually. Each patient had at least two separate measurements of HS-CRP. The lower limit of detection is ,0.15 mg/L, and the reference value is ,5 mg/L. Serum intact parathyroid hormone (iPTH) levels were measured by a chemiluminometric immunoassay (ADVIA Centaur iPTH; Siemens Medical Solutions Diagnostics, New York, NY, USA). The reference range for iPTH is 7-53 pg/mL. All other biochemical parameters were analyzed by standard laboratory procedures using an automated analyzer.
PD membrane characteristics
The adequacy of PD was assessed by measuring the total weekly Kt/V urea and CCr. The total weekly CCr was normalized to 1.73 m 2 body surface area (BSA). Dialysate creatinine level was corrected for glucose interference. Dialysate-to-plasma concentrations for creatinine (D/P Cr ) at the end of a 4-hour dwell was calculated. All patients were classified into one of four transport categories (high, high average, low average, and low) based on results of the PET. 28 
statistical analysis
Continuous variables are expressed as the means ± standard deviations, and categorical variables are expressed as numbers and percentages (shown in brackets). All data were checked for normal distribution and equal variances before they were analyzed. For comparisons among three patient groups, continuous variables were analyzed by one-way analysis of variance (ANOVA), whereas categorical variables were analyzed by chi-square or Fisher's exact test. P-values less than 0.05 (P,0.05) were considered statistically significant. Predictors of mortality were examined using Kaplan-Meier analysis. The log-rank test was used to compare survival curves among three patient groups. Univariate Cox regression analysis was used initially to compare the frequencies of possible risk factors for mortality. The multicollinearity of the variables was checked by variance inflation factor (VIF) before running the multivariate analysis. Any variable with a VIF more than 5 would be eliminated from the model. To control for potential confounding factors, multivariate Cox regression analysis (enter method) was performed to analyze the factors identified as significant (P,0.05) in univariate analysis that met the proportional hazards assumption.
To compare the mortality and dropout predictability of serum baseline and time-averaged HS-CRP level, receiver operating characteristic (ROC) curve analysis was constructed. The differences of the areas under ROC curves (AUC) were examined and compared by using roccomp command in STATA. All analyses were performed using PASW Statistics for Windows, Version 18.0 (SPSS Inc.; Chicago, IL, USA) and STATA for Windows, Version 14.0 (STATA Corp., TX, USA).
Results
Baseline patient demographic and biochemical characteristics
We enrolled 335 patients (mean age 48.7±13.5 years; range 14-89 years) in this cohort observational study. Five patients (1.5%) were younger than 18 years. The mean baseline PD duration when patients were enrolled was 52.7±41.3 months (range 3-222 months). Further analysis of PD duration in these patients revealed 200 patients (59.7%) with PD duration of 1-5 years, 107 patients (31.9%) with PD duration of 5-10 years, and 17 patients (5.1%) with PD duration of more than 10 years. All of the patients received regular HS-CRP measurement at an interval of 12 months. The overall average number of HS-CRP measurement was 4.58 times per patient. 47 ) mg/L in the upper tertile (T3), and 9.18 mg/L overall for the study population. Among the three tertiles, no significant differences were observed for gender, comorbidities including CHF, stroke, SLE, liver cirrhosis, and hepatitis C, the PD system (Fresenius Stay Safe or Baxter), the PD modality (automated PD or continuous ambulatory PD), the use of icodextrin, the use of nutrineal, and the dialysate calcium level (2.5 or 3.5 mEq/L). The mean age (P=0.001) differed significantly across the three tertilesthat is, 46.4 years in T1, 47.0 years in T2, and 52.6 years in T3. The number of patients with DM (P=0.001), CAD (P=0.042), and hepatitis B (P=0.025) also differed significantly. Significant increases in the PD duration (P=0.022) and BMI values (P,0.001) were observed across the three tertiles with the highest tertile having the highest values. Up to 80.2% of patients in T1 had residual urine (P,0.001), whereas 68.5% of patients in T2 and 52.3% of patients in T3 had residual urine. Both daily dwell volume (P=0.020) and 
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liu et al mean dialysate dextrose level (P=0.001) were significantly different. The white blood cell count (P,0.001) and the platelet count (P,0.001) were significantly increased as the tertile increased, whereas the hemoglobin level (P=0.017) decreased with increasing tertile.
The lipid profile showed a significant increase in triglyceride levels (P,0.001) and a decrease in high-density lipoprotein (HDL) levels (P,0.001) as the tertile increased, whereas low-density lipoprotein (LDL) and total cholesterol levels did not differ across the three tertiles. Glycated hemoglobin (HbA1c) levels (P=0.011) were measured in all of the patients, and the results revealed a significant increase as the tertile increased. The serum calcium (P=0.027), aluminum (P=0.015), and ferritin levels (P=0.010) were highest in T3 compared with the other tertiles. The differences in blood urea nitrogen, serum creatinine, albumin, 
Baseline peritoneal membrane characteristics
The peritoneal membrane characteristics in patients on PD are shown in Table 2 . Among the three tertiles, the value of D/P Cr and the peritoneal transport status did not differ significantly. However, a trend of more high transporters in the upper tertile and more low transporters in the lower tertile was suggested. For example, 8.1% of the T3 patients were high transporters and 9.0% of the T3 patients were low transporters, whereas 1.8% of the T1 patients were high transporters and 18.0% of the T1 patients were low transporters. During follow-up, 13 of 19 patients with high transporters ceased PD, including seven patient deaths and six patients converting to HD. Moreover, 16 of 43 patients with low transporters ceased PD during follow-up, including six patient deaths, nine patients converting to HD, and one patient receiving kidney transplantation. No significant differences were observed in the weekly Kt/V urea (total) and CCr (normalized) values among the three tertiles.
Patient survival, technique survival, cardiovascular events, infection episodes, newly developed malignancy, and encapsulating peritoneal sclerosis during the 60-month follow-up
During the 60-month follow-up, 164 patients (49.0%) ceased PD, including 52 patients who died (15.5%), 100 patients (29.9%) who converted to HD, and 12 patients (3.6%) who underwent kidney transplantation (Table 3 ). Significant differences were observed for mortality (P,0.001), transplantation rate (P=0.043), and technique survival (P=0.002) among the three tertiles, whereas no significant difference was evident in the number of patients converting to HD among the three groups ( Table 3 ). The causes of death were infection (9.3%), followed by cardiovascular event (3.0%), sudden death (1.8%), and malignancy (1.5%). The leading cause of conversion to HD was PD peritonitis (18.8%).
The Kaplan-Meier survival analysis and log-rank test revealed that the cumulative patient survival rate was significantly different between T3 and T1 (P,0.001), T3 and T2 (P=0.006), and T2 and T1 (P=0.033; Figure 1 ). In addition, these analyses demonstrated that the cumulative technique survival rate in T1 was significantly higher than that in T3 (P,0.001; Figure 2) . However, despite a trend toward a higher cumulative technique survival rate in the lower HS-CRP tertiles, the difference did not reach significance for the comparisons between T3 and T2 (P=0.096) and T2 and T1 (P=0.058).
During the 60-month follow-up, significant differences were observed in PD-related and non-PD-related infection episodes (P=0.019) among the three tertiles. Because the serum CRP has been recognized as a cardiovascular risk factor, the predictive value of time-averaged serum HS-CRP for subsequent cardiovascular events during a follow-up period of 60 months were examined. More patients (37.5%) in T3 had suffered from cardiovascular events during this period than patients in T2 (26.1%) and T1 (17.9%; P=0.004). During the entire follow-up period, 35 patients (10.4%) developed malignancies and 16 patients (4.8%) sustained EPS. The incidence of malignancy in the three tertiles was not significantly different, with malignancy occurring in 9 patients (8.0%) in T1, 8 patients (7.2%) in T2, and 18 patients (16.1%) in T3. Although a trend toward a higher incidence of EPS in the upper tertile was suggested, statistical significance was not reached. These results imply that patients in the higher HS-CRP tertiles are at a higher risk The 5-year patient survival was assessed using a Kaplan-Meier analysis, and the significance of differences was determined by the log-rank test. Results of the Kaplan-Meier survival analysis are shown. Patients with high hs-CRP levels had higher mortality rates than patients in the low hs-CRP groups (log-rank test, χ 2 =24.400, P,0.001). Abbreviation: hs-CRP, high-sensitivity C-reactive protein.
of developing infection(s) and cardiovascular event(s) over a 60-month period.
Time-averaged serum hs-CRP is an independent predictor of mortality and dropout
To further evaluate the independent predictors of mortality, a Cox regression analysis was performed. The univariate Cox regression analysis demonstrated that higher baseline (P=0.001) and time-averaged (P,0.001) serum HS-CRP levels, older age (P,0.001), underlying DM (P,0.001), underlying CAD (P=0.005), underlying stroke (P=0.005), absence of residual urine (P=0.031), lower serum albumin levels (P=0.001), higher HbA1c levels (P,0.001), lower serum creatinine levels (P=0.048), lower serum transferrin saturation levels (P=0.020), higher dialysate-to-plasma concentrations for creatinine (P=0.025), and the occurrence of cardiovascular event(s) (P,0.001) or infective episode(s) (P=0.025) during the 60-month follow-up were significant risk factors for mortality ( 
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hs-CRP and mortality in PD patients significant (P,0.05) in the univariate analysis were included in the multivariable Cox regression mode (enter method). The multicollinearity of these variables was checked, and there was no variable with a VIF more than 5. Only higher time-averaged serum HS-CRP levels (P=0.044), older age (P,0.001), and the occurrence of cardiovascular event(s) (P=0.027) during the entire follow-up period were recognized as independent predictors of mortality (Table 4) . Every 1-mg/L increase in the time-averaged serum HS-CRP level was accompanied by an increase in mortality of 2.8% independently. To compare mortality predictability of serum baseline and time-averaged HS-CRP levels, ROC curve analyses were conducted. As shown in Figure 3 , the mortality predictability of serum time-averaged HS-CRP levels appeared superior to serum baseline HS-CRP levels (AUCs: 0.717 compared with 0.653; P=0.028).
Univariate and multivariate Cox regression analyses were also performed to recognize the risk factors for dropout. The univariate Cox regression analysis revealed that higher baseline (P=0.048) and time-averaged (P,0.001) serum HS-CRP levels, older age (P,0.001), underlying DM (P=0.001) Figure 2 Comparison of the cumulative technique survival (transplantation censored) during the 5-year follow-up. The 5-year technique survival was assessed using a Kaplan-Meier analysis and the differences were assessed for significance by the log-rank test. Results of the Kaplan-Meier technique survival analysis are shown. Patients with high hs-CRP levels had higher death or dropout rates than patients in the lower hs-CRP groups (log-rank test, χ 2 =12.822, P=0.002). Abbreviation: hs-CRP, high-sensitivity C-reactive protein. or CAD (P=0.019), longer PD duration (P,0.001), absence of residual urine (P=0.007), lower hemoglobin levels (P=0.009), lower serum albumin levels (P=0.001), higher HbA1c levels (P=0.040), higher serum aluminum levels (P=0.044), higher mean dialysate dextrose level (P=0.015), higher dialysate-to-plasma concentrations for creatinine (P=0.003), and the occurrence of cardiovascular event(s) (P,0.001), infective episode(s) (P,0.001), or EPS (P,0.001) during the entire follow-up period were significant risk factors for dropout ( Table 5 ). The multicollinearity of these variables was checked, and there was no variable with a VIF more than 5. The multivariate Cox regression analysis (enter method) revealed that a higher timeaveraged serum HS-CRP level (P=0.015), the occurrence of cardiovascular event(s) (P=0.043), infective episode(s) (P=0.003), or EPS (P=0.013) during the entire follow-up period were independent predictors of dropout (Table 5) .
To compare dropout predictability of serum baseline and time-averaged HS-CRP levels, ROC curve analyses were conducted. As shown in Figure 4 , the dropout predictability of serum time-averaged HS-CRP levels appeared superior to serum baseline HS-CRP levels (AUCs: 0.714 compared with 0.659; P=0.048).
Discussion
In this observational cohort study, 335 patients were enrolled to assess the risk factors associated with an elevated timeaveraged serum HS-CRP level (without active infection) and the impact of time-averaged serum HS-CRP level on mortality and dropout in patients on PD. This study demonstrated that 164 patients on PD (49.0%) had elevated time-averaged serum HS-CRP levels (.5 mg/L), similar to the Turkish report (47.4%). 29 In this study, patients in the high time-averaged serum HS-CRP tertile had a higher mortality and dropout rate during the 60-month follow-up. 
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hs-CRP and mortality in PD patients Correspondingly, the multivariate Cox regression analysis also demonstrated that the time-averaged serum HS-CRP level is superior to a single baseline measurement as an independent predictor of mortality and dropout.
In this study, the proportion of DM and serum HbA1C levels were increased across the three tertiles. As patients with DM, especially those with poor blood glucose control, are a higher risk of inflammation compared with non-DM 30 more patients with DM and higher HbA1C levels were found in the middle and upper HS-CRP tertiles in comparison to those in the lower tertile. The analysis of lipid profiles demonstrated elevated TG levels and reduced serum HDL cholesterol levels with increased time-average HS-CRP levels. As absorbed glucose contributes to increased TG levels in patients on PD, 31 the increased proportion of patients with DM, also reflected by an increase in HbA1C levels, across the three tertiles possibly caused higher serum TG levels in the upper tertile. High TG levels and low HDL cholesterol levels have been reported in patients on PD. 32 HDL is a protector of vascular inflammation as suppression of cytokine secretion from macrophages and inhibition of LDL oxidation. 33 This may explain lower HDL cholesterol levels in the middle and upper tertiles.
Ma et al reported that serum HS-CRP concentration in patients with chronic hepatitis B was significantly higher than in healthy controls. 34 This study showed a significant increase in the number of patients with hepatitis B as the tertile increased. It was speculated that chronic hepatitis B infection may present a higher inflammation status and, thus, cause a higher HS-CRP level. However, the univariate Cox regression analysis demonstrated that the underlying hepatitis B was not a significant risk factor for mortality or PD dropout.
The relationship between serum HS-CRP and subsequent mortality in patients on PD remains inconclusive (Table 6) . Although many studies have demonstrated that serum CRP is a powerful predictor of cardiovascular events and mortality, 29, [35] [36] [37] [38] some studies have reported that serum CRP is not associated with all-cause mortality significantly. 39, 40 Moreover, membrane transporter status and residual urine have been reported as factors that affect serum CRP levels. 41, 42 Therefore, this literature controversy may be attributed to smaller sample sizes, different analyzed parameters, and shorter study periods.
Although the leading cause of mortality in patients on PD is cardiovascular complications, this study showed that infection -instead of cardiovascular complications -was the main culprit of patient deaths during follow-up. Mailloux et al reported that cardiac mortality was not as frequent as anticipated and occurred mainly in patients on dialysis for less than 4 years. 43 In this study, patients had long PD duration (mean 52.7 months) when enrolled and received even longer follow-up (60 months), possibly leading to the finding that infection -but not cardiovascular complications -was the main cause of mortality.
An elevated serum CRP level is related to future cardiovascular events in patients with stable or unstable angina pectoris as it is linked to the degree of vascular atherosclerosis in coronary and peripheral arteries. 44, 45 Cardiovascular events are the leading cause of mortality in the dialysis population; 46, 47 in addition to accelerated atherosclerosis, other factors include hypervolemic status and the presence of uremic toxins, anemia, hypoalbuminemia, vascular calcifications, and chronic inflammation. 46, 48, 49 Serum CRP 
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hs-CRP and mortality in PD patients level has been proved to be an independent risk factor of myocardial infarction and cardiovascular mortality in patients on PD. 16, 36, 38, 39 Although the incidence of cardiovascular event(s) was significantly increased across increasing timeaveraged serum HS-CRP tertiles, this study showed that time-averaged serum HS-CRP levels were still an independent predictor for all-cause mortality by multivariate Cox regression analysis.
In addition to mortality prediction, an elevated serum CRP level has been associated with PD dropout. However, seldom have studies evaluated the impact of serum CRP levels on PD dropout. The relationship between serum CRP levels and subsequent PD dropout remains unclear (summarized in Table 6 ). Zalunardo et al reported that the serum CRP was associated with short-term PD dropout independently, 50 whereas the other two studies found that the serum CRP was not a risk factor for PD dropout. 35, 51 This study verified that the time-averaged serum HS-CRP level is well correlated with dropout in patients on PD.
The serum HS-CRP level reflects an inflammatory status, and the causes of elevated HS-CRP levels are, most of the time, difficult to identify. Several studies reported that a high proportion of dialysis patients (30%-50%) had elevated serum CRP levels even if they did not have an active infectious status. 38, 39, 52 Many factors have been proposed to cause an increase in serum CRP levels, including persistent occult infection, decreased renal clearance of pro-inflammatory cytokines, and increased oxidative stress in patients on dialysis. However, a direct correlation between these factors and elevated serum CRP levels has not been well identified. Regardless of interactions between these factors, serum CRP levels are commonly correlated with clinical outcome. Serum HS-CRP fluctuates throughout the PD course, implying that a single serum CRP measurement can underestimate or overestimate the predictive risk of mortality or dropout. In theory, a single serum CRP measurement may predict a short-term clinical outcome, but the averaged value of multiple HS-CRP measurements should outcompete the value of a single HS-CRP measurement in predicting the longer outcome. In fact, only 190 patients (56.7%) had a stable HS-CRP level in the present study, including 126 (37.6%) who persistently had low levels (,5 mg/L) and 64 (19.1%) who persistently had high levels (.5 mg/L). Up to 145 patients (43.3%) had varied serum HS-CRP levels. A similar finding was also reported by Ateş et al, showing variation in CRP levels during regular follow-up. 29 In the present study, the result of the multivariable Cox regression mode analysis revealed that the time-average serum HS-CRP level, instead of the baseline HS-CRP level, was an independent predictor of mortality and dropout in patients on PD. The ROC curve analysis also demonstrated that the mortality predictability of serum time-averaged HS-CRP level was superior to that of the serum baseline HS-CRP level. Therefore, the time-averaged serum HS-CRP level provides better value in predicting 5-year mortality and dropout in patients on PD as compared with a single HS-CRP level. These results suggest that repeated measurement at the regular bases is important for prediction of the long-term clinical outcome in patients on PD.
This study has some limitations. First, this study provides only a single-center experience and the analysis of multiple center data is required. Second, as this study excluded patients if they had only a single baseline measurement of HS-CRP, the selection bias would be inevitable. Third, patients with long PD duration are at a relatively higher risk of increased inflammation. Thus, those with relatively longer PD duration (mean 52.7 months) in this study had higher HS-CRP levels when compared to those patients with shorter PD duration in some studies. Clinical application of these results should be undertaken cautiously if the results are applied to patients having a short PD duration. Finally, as relatively younger (mean age 48.7) and more non-diabetic patients (84%) preferred PD as the dialysis modality at Linkou Chang-Gung Hospital, application of these data to elder or diabetic patients on PD need to be further validated. However, large-scale and more comprehensive studies are required to overcome these limitations.
Conclusion
This study shows that the time-averaged serum HS-CRP level is superior to a single baseline HS-CRP measurement in predicting the 5-year mortality and dropout in patients on PD.
